to "paternalism" is against dominant health care professionals who, despite a general public desire to know the truth, think it is not in a patient's best interest to be told or else do not feel competent to explain and counsel the patient.
Some health care professionals may also consider that the family knows the patient better than they do, and share the responsibility of consultation with family members, so-called "familial autonomy". There are some families in all societies which function as one, and other families which function as relationships between individuals. It may be difficult to know which type of family each one is. In the case discussed by Akabayashi et al, the family had explained that while still healthy the patient had mentioned to them her wish not to be told if she developed cancer. Therefore the physician used "familial consent". However, as they also cite, there have been numerous public opinion surveys in Japan since the 1960s suggesting a clear majority of individuals wish to be told.
Actually in Japan we also see a long tradition of controlling our own death, whether it be the practice of lover's suicide (shinjuu), or the tale of the 46 samurai who killed themselves after enacting revenge for their leader's murder, in 1703. However, the most learned and respected samurai do not use artificial means to cause death. They use natural death, as seen in the case of Yamaoka Tesshu, the most influential swordsman of 19th century Japan. He was a Zen samurai who predicted the time of his own death, and controlled his own respiration naturally to die. This could be the ultimate in informed choice of death! We could see the living will as a natural extension of Japanese tradition, and a long awaited return of the samurai tradition which has been discouraged since the second world war. I do not, however, mean that we should live in a land of Zen samurai, but rather that we can find the tradition of informed choice in the long history of Japan. The survey of physicians conducted by Asai, et (TRT4), held in Japan.'0 Scholars from about 50 countries joined in dialogue on crosscultural issues. There were a variety of approaches. The approach I most favour for future study is exploring the question of whether "Bioethics is love of life".'1 From the past years of research across many countries I think "love" can be a fruitful language for debate in bioethics, despite its ambiguity. We can consider the four principles of love/bioethics, as self-love (autonomy), love of others (justice), loving life (nonmaleficence) and loving good (beneficence). I argue that love is not only a universally recognised goal of ethical action, but is also the foundation of normative principles of ethics. At TRT4 we saw people from all continents agree with the concept of love as a universal value, and persons from Australia, Cameroon, Japan, Nepal, India, Russia, USA, China, Iran, Philippines and Thailand gave examples of how the concept of love was expressed in both ancient and modern bioethics.'2 It was enlightening to add to the numerous quotations on the subject, but it needs further clarification beyond the style of situation ethics. '3 There are other key words that emerge from Asia, such as harmony and tolerance, respect and reverence, and ambiguity. There is diversity within every society over the bioethics that each person has, and the relationships that shape the balancing of principles or ideals. While Asia has a rich tradition in views of life, there is still a gap between the real world and the ideal. Few of the ideals of respecting life are actually applied to everyday situations, and to deciding how to use medical technology. However, this may not be so different from the real world of the clinic in most societies. Comparative ethics needs to break from ethnic or cultural generalisations and to start critically to examine words, motives and action.
